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Objective—This study sought to explore the perceived influence of narrative medicine training
on clinical skill development of fourth-year medical students, focusing on competencies mandated
by ACGME and the RCPSC in areas of communication, collaboration, and professionalism.
Methods—Using grounded-theory, three methods of data collection were used to query twelve
medical students participating in a one-month narrative medicine elective regarding the process of
training and the influence on clinical skills. Iterative thematic analysis and data triangulation
occurred.
Results—Response rate was 91% (survey), 50% (focus group) and 25% (follow-up). Five major
findings emerged. Students perceive that they: develop and improve specific communication
skills; enhance their capacity to collaborate, empathize, and be patient-centered; develop
personally and professionally through reflection. They report that the pedagogical approach used
in narrative training is critical to its dividends but misunderstood and perceived as counter-culture.
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Conclusion/Practice implications—Participating medical students reported that they
perceived narrative medicine to be an important, effective, but counter-culture means of enhancing
communication, collaboration, and professional development. The authors contend that these skills
are integral to medical practice, consistent with core competencies mandated by the ACGME/
RCPSC, and difficult to teach. Future research must explore sequelae of training on actual clinical
performance.
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1. Introduction

NIH-PA Author Manuscript

The Accreditation Council for Graduate Medical Education (ACGME) of the United States
and the Royal College of Physicians and Surgeons of Canada (RCPSC-CanMEDS) have
created an institutional mandate across North America to achieve competency in such areas
as communication, collaboration, and professionalism [1–3]. Medical educators and students
recognize that the formal medical school curriculum, at least in its traditional form, cannot
on its own convey to students these essential skills [4–8]. Intuitively, development of these
ACGME/CanMED competencies requires training both in medical expertise as well as in
interpersonal, ethical, interpretive, and reflective capacities. The informal and hidden
curricula, established in the literature to be one of the most powerful influences on student
learning, may help teach some of these capacities [9–12]. Unfortunately, these curricula may
also diminish students’ empathy, promote cynicism, and enable moral stagnation or erosion
[12–22]. Currently, many medical schools rely on role-modeling, mentoring, and clinical
simulations to convey and provide practice in ACGME/CanMED competencies [11,23–26].
However, these methods may create a false sense of measurement when applied to nuanced,
context-based behaviors, and may encourage students to ‘perform’ exterior actions rather
than function through critically examined internal attitudes [12,19,25,27–34]. There remains
a need for a dependable means of training and assessing skills within the ACGME- and
CanMEDS-mandated domains of medical practice.
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The study of the humanities — literature, creative writing, history, philosophy, visual arts,
and anthropology — has emerged in medical training as a means of conveying skill in the
interpretive, relational, and reflective areas otherwise hard to teach. Numerous innovative
programs have been described in the past two decades [14–17,35–41]. Included among the
teaching methods to emerge is the field of narrative medicine. Narrative medicine is an
offspring of literature-and-medicine and patient-centered care, defined by Charon as
“medicine practiced with. . . narrative skills of recognizing, absorbing, interpreting, and
being moved by the stories of illness.” [42] Narrative medicine uses an interdisciplinary,
process-based approach to examine suffering, illness, disability, personhood, therapeutic
relationships, and meaning in health care. Narrative medicine methods have demonstrated
improvements in team cohesion and perception of others’ perspectives while decreasing
burn-out and compassion fatigue [43–45].
Although there has been a rapid uptake of narrative medicine and reflective writing teaching
methods in several US and Canadian medical schools, there is no clear statement available
from learners themselves regarding the utility of the methods or the changes experienced as
a result of the training. The importance of this deficit is revealed in the recent review by
Shapiro et al. which indicates that many educational initiatives rooted in the humanities are
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limited in their capacity to succeed due to significant resistance posed by both students and
faculty [46].
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This study sought to explore the perceived influence of narrative medicine training on
clinical skill development for medical students who were within months of starting
internship. Using qualitative methods rooted in grounded theory [47], we asked students to
report the perceived effectiveness of training in several categories of interest, focusing on
those capacities that are singled out by ACGME and CanMEDS as critical to effective
professional work. Specifically, we aimed to understand how medical students participating
in a one-month narrative medicine elective during their fourth year of medical school would
perceive its influence on their ability to communicate with patients and colleagues, to
collaborate with patients and health care team members, and to develop professionally.
Perhaps most importantly, we provided students with opportunities to reflect openly on
unintended or unexpected consequences of their experience.

2. Methods
2.1. Narrative training method
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The College of Physicians and Surgeons of Columbia University (P&S) offers an intensive
month-long narrative medicine elective for fourth-year students. Twelve students (10 P&S
students and 2 from outside P and S) enrolled in the elective. The students had completed
undergraduate degrees in science (6), English (2), Sociology (1), History (1), Literature (1)
and Economics (1). They had successfully applied for residencies in orthopedic surgery (3),
emergency medicine (1), internal medicine (3), obstetrics/gynecology (1), radiology (1),
primary care (1), pediatric medicine (1), and psychiatry (2). Six faculty members trained in
narrative medicine used assigned and in-class readings (poems, fiction, non-fiction, doctors’
accounts of practice, and/or illness narratives) to invite small-group reflection, serve as a
foundation for writing exercises, and foster discussion about aspects of illness or care (Table
1). Students were often invited to do in-class writing in response to a text and related prompt
and to read aloud what they wrote. Sessions took place at the College of Physicians and
Surgeons of Columbia University and were confidential, process-oriented, and collegial.
Grades (Honors/Pass/Fail) were assigned based on participation and written work. No
additional clinical work was required of the students during the month.
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2.2. Data collection
Study procedures were approved (IRB # AAAI1336, date: 03/31/2011, revision 10/06/12).
Study methodology was rooted in grounded theory. Three methods were used to collect
reflections from students regarding the process and influence of narrative medicine training
on clinical skill development. Anonymous surveys composed of open-ended questions were
given each week for four weeks in one of the seminars (Table 2). A focus group, conducted
by an impartial facilitator trained in ethnographic methods, was held on the final day of the
elective to collect students’ reflections of their experiences over the course of the month and
to elaborate on findings from the surveys. Focus group questions were constructed based on
a review of survey responses (Table 3). Participants were informed that the session would be
audio-taped, with comments de-identified and tracked using numeric assignment. Finally,
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with IRB approval, the research team queried participants one and a half years following the
elective. The team circulated two open-ended questions (Table 4) to the students – now
residents – by email, with instructions to send responses to a member of the research team
who had not had personal contact with the students. Responses were de-identified and
distributed to the rest of the research team for thematic analysis. Completion of, and
participation in, all methods was voluntary and independent of grading. All participants
provided informed consent.
2.3. Data analysis
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An inventory of the data was created for the surveys, the focus group, and the follow-up
questions to enable thematic analyses by student (over their 4 weeks of survey responses),
by question, and by method. An iterative thematic analysis of all three datasets was carried
out by each of the authors independently, beginning with open coding and proceeding
through focused coding. Data triangulation was achieved by referring to focus group
transcripts, notes taken during the focus group, survey responses, and analyses of the focus
group, survey responses, and follow-up questions with a common set of themes. Sequential
member checking was performed for the results and discussion sections. Conceptual
mapping was also performed (Fig. 1). Discrepancies in thematic analysis were addressed by
returning to the raw data and discussing among all analysts.

3. Results
3.1. Participation
There was a 91% response rate for the weekly survey (180 out of a possible 192 questions
were answered). Six students elected to participate in the focus group, which ran for 1.5 h.
Within the one-month period given for follow-up responses posed one and a half years after
the elective, three participants (25%) responded.
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Overall, students expressed that the process of training in narrative medicine was enjoyable
and that the outcome was transformative. Many students described the experience as
“refreshing,” “enlightening,” “revealing,” and “insightful,” yet they were quick to add that
the training was “difficult” and “rigorous”. Participants in the focus group unanimously
recognized tremendous value in the elective, “giving me the sense that the things that I find
important — stories and people's lives — those are still valid parts of medicine,” as one
commented.
We traced five emergent themes through survey and focus group data, as described below.
Responses to the follow-up questions are described separately.
3.2. Specific communication skills were developed and improved
Students overwhelmingly reported an enhanced understanding of and capability in
communication as a result of their narrative medicine training. According to both survey and
focus group data, sessions provided practice and development of specific communication
skills such as “self-awareness,. . . articulation,. . . observation,. . . patience,” and empathy
toward the audience. Students volunteered that the training demonstrated the “importance of
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listening,” consideration for the “telling of stories,” the ability to listen and attend closely to
narrative; and the ability to receive and value different perspectives. In the focus group, one
student reported, “we have a large bag of tools now that we could [use to]. . . be able to
understand our peers better, or our patients better.” Another student described feeling “more
confident” as a communicator since the sessions helped refine existing communication
skills.
Students reported experiencing the elective as enriching their interactions with patients and
peers and strongly expressed their expectation that such skills would improve their practice
as physicians: “being able to understand narrative will make me a better listener and a better
provider” and “to listen to what a narrative is telling you about the person's situation and the
way they feel about the illness. . . helps you take care of someone well.” Additionally,
students’ definitions of “a good communicator” in the survey responses shifted from an
emphasis on “explaining” and “listening” to “understanding,” “empathetic” explanation,
“truth,” and the “purpose” and “entirety” of narrative at the concluding session. These latter
responses reflect a nuanced understanding of communication: “A good communicator
listens to what was said and tries not to deprive or insert the story into a simple box. This
session helped stress that.”
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3.3. The capacity to collaborate, empathize, and be patient-centered was enhanced as
students developed increased awareness of differing perspectives
Students responding to the survey and focus group revealed a heightened awareness of
different perspectives as a result of the elective. Having systematically imagined and
considered the needs, background, and experience of others, they reported an expansion of
their expected capacity to provide care to patients and to work with other physicians. As one
student wrote, “even though my intentions are well meaning, I should stop and think about
how the patient perceives me” and “be more conscious of their narratives and the context in
which they are being told.” Students felt they developed an increased capacity to understand
and empathize with patients and “see them as a person or narrative other than an illness.”
Many emphasized the “humanity” of patients and the importance of interactions with them:
“discussions like these help to reiterate that medicine is about person to person contact” and
“helps to remind you that while you’re having just another day at the hospital. . . it's
probably the worst day of that person's life, or one of them.”
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Many students also reported enhanced awareness and understanding of their peers, and that
narrative medicine training “will help to recognize chaos narratives of over-stressed, overworked peers.” Several responses conveyed a sense of identification and affiliation with one
another, and that a session “reconfirmed that we are all similar and prone to the same
mistakes. Therefore, I should listen, help others see mistakes, and learn from each other's
mistakes (no judgment).”
The applicability of sessions to interactions with other physicians was also reported,
although not as frequently: “we also have to see our colleagues as more than, you know,
your consulting nephrologist. . . I mean, that's a person as well, and how you interact with
them is important. . . [W]e had a lot of time to do that.”
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3.4. The opportunity to reflect on self and the practice of medicine was valued and felt to
be important for personal and professional development
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According to both survey and focus group data, students reported strongly valuing the
opportunities presented throughout the elective to “establish a pattern” of reflecting on
themselves and the practice of medicine. Many reported that the training provided skills of
reflection, which they felt would enable them to become better physicians and avoid
burnout: “Medical school is pretty intense. . . There's so much to learn and you’re going to
lose a lot of what used to be yourself. I think [narrative medicine] can allow you to hold onto
some of that and bring that into your practice of medicine. . . It's really valuable.” Students
also linked reflection to the ability to maintain their sense of self, which was in turn
connected to their ability to provide medical care. As one student noted, “Being forced into
the habit of writing more. . . is a good way to process things that you’re dealing with. . .
There are a lot of tough spots in medicine where you need to. . . come to grips with
something. . . Writing it out may be a good way to do that.”
3.5. The method of training for narrative medicine was necessary for the dividends
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The focus group and survey data indicate that the process of teaching narrative medicine
replicates the very skills it seeks to teach. Writing, reflecting, responding to prompts,
listening to and sharing with peers in a collegial, non-judgmental, and open environment
allowed the students, they said, to first experience narrative medicine concepts and then to
develop the skills that underlie the concepts. Practicing the skills of listening to and valuing
both narratives and the people who share them inside the classroom was felt to enable the
same process outside the classroom (Fig. 1): “The best part of this whole month is having
the chance to listen to what everyone else has to say. . . I really feel this month has taught us
how to communicate with other people and how to listen to other people.”
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Students in the survey and focus group referred to two characteristics of narrative training in
particular: a pedagogy that relies on learning from one another through interaction and
reflection, rather than rigid subscription to particular teaching content or hierarchical
student-teacher relationships; and a non-competitive environment in which diverse
viewpoints, experiences, and ideas are shared and valued. Several students reported that
classes were most effective and enjoyable when they were “safe” and “non-competitive” and
when opportunities to write, listen and respond to their peers were maximized. Almost all
students were disappointed when sessions failed to maintain this approach, reporting that
learning potential was “lost” when they were unable to “share [their] interpretations.”
The dividends of narrative medicine coursework were reported to be dependent on this
collegial, process-oriented atmosphere: “[we learned] from us interacting with each other,
from sharing our own experiences and relating to each other's experiences.” As a result of
the environment and pedagogy of the sessions, students also commented on more personal
transformation: “. . . because I’ve lost that fear and apprehension, I’m a much better listener
when others are speaking” and, “I felt very safe in this environment. . . to take risks and be
myself and that was. . . invaluable.”
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3.6. Narrative medicine training is misunderstood by others and perceived as counterculture
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Students overwhelmingly described narrative medicine in positive terms such as
“invaluable,” “crucial,” “necessary,” “enlightening” and “rigorous.” One student said, “I
believe wholeheartedly that narrative medicine is going to make us better doctors.” This
near-unanimous opinion among the group contrasted greatly with the reputation participants
reported hearing from others. When asked, “What is the reputation of narrative medicine as
a discipline and/or as a component of your school curriculum?,” students in the focus group
described many negative stereotypes. They cited three words in particular: “fluffy,”
“unnecessary,” and “touchy-feely.” As one student said, “I think all of us in being here think
it's very valuable [but]. . . a lot of people think of it as fluffy – as distracting from what's
really important.” Another student reported and disagreed with the opinion that “narrative
medicine is [just] good medicine, and that this is what everybody does.” Instead, this student
asserted that there are “actual tools that we get in narrative medicine” that enable a preferred
and distinctive kind of medical practice.
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The starkly different perceptions of the field, held by those who have participated versus
those who have not, was presented as a hurdle narrative medicine must overcome. Some
students reported that participation might “make it harder to relate to our peers” because
“they haven’t had that experience, and don’t value that viewpoint.” Students reported feeling
strongly that it is necessary to “clarify what this is all about,” particularly the nature and
rigor of the work, and the relevance to medical practice. Focus group participants discussed
ways to address the portrayal of narrative medicine within the medical education
community. One suggestion was that narrative medicine training be mandatory: “It's not
optional to do pathophysiology. [I’m frustrated by] the message that narrative medicine is
like an extra thing that's not as critical to being a doctor. . . If there is a component that was
mandatory for everyone, it would increase the legitimacy of the practice.” Another student
volunteered that he had very little humanities background and was not a likely candidate for
the elective, yet “I got a lot out of it, so just the fact that it's coming from someone they
wouldn’t have expected might carry a little weight as well.”
3.7. Responses to follow-up questions posed 1.5 years following the narrative medicine
elective
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Answers to question one (Please explain the extent to which narrative habits [reading,
writing, awareness of story-telling in practice] continue to play a role in your life as a
doctor) suggested lack of time for reading or writing associated with regret at this lack of
time and a desire to read again. Nonetheless, these junior residents identified their skill in
story-telling and story-listening to be tools in the work of medicine itself. They recognized
the centrality of story-telling in their daily interactions with peers, superiors, patients, and
families. One found that narrative interpretive skill allowed for culturally sensitive
understanding of patients. The language itself is the critical narrative element — in writing
notes and communicating to and about patients. One also found increased skill in
interpreting patients’ clinical history and unraveling their chief complaints.
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Answers to question two (How do you think the narrative medicine elective influenced your
clinical work? Please provide examples if possible) included a student who had been moved
by a patient's narrative of illness, wrote a description of the encounter, and published this in
a medical publication. Another found that he or she used narrative training to improve the
capacity to understand patients, extend empathic care, and communicate well with patients
and families and other medical providers. One thought his or her training supported the use
of silence, healing touch, and to say, “I don’t know.” Another recognized that medical
documentation can include social and emotional dimensions in retrospect, and another
recognized the personal benefits of reading.

4. Discussion and conclusion
4.1. Discussion
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This project provides consensual evidence from a group of 12 fourth-year medical students
about the benefits of narrative medicine training through a grounded theory approach
regarding the process, content, and experiences of learning narrative medicine. What
emerged from the students is a clear statement of (1) their assertion that narrative medicine
training helps equip them for ACGME and CanMEDS-required competencies specific to
communication, collaboration, and professional development (2) their endorsement of the
goals and methods; (3) their opinion that narrative medicine is misunderstood and seen as
counter-culture.
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Students explicitly linked the process and content of their learning to their perceived future
effectiveness as physicians. While an empirical test of this association remains for future
research, its face validity is suggested by the significant overlap between the attitudes and
behaviors our student participants reported gaining and those indicated throughout the
literature to be necessary for high quality medical care [1–19]. These findings provide the
first available support for using narrative medicine to help meet the ACGME and CANMED
competencies of communicator, collaborator, and professional. This qualitative work offers
a foundation from which future studies can investigate the influence of narrative medicine
not only on students’ perceptions of their skills and attitudes but also on actions that arise
from those skills and attitudes in practice. Responses to the follow-up questions posed one
and a half years after the elective suggests that at least some medical students take into their
residency the narrative skills of attentive listening, forming interpersonal contact with
patients and families, clinical accuracy in medical documentation, and bearing witness to
patients’ suffering. These are exactly the skills that medical educators endeavor to teach
through the use of learning portfolios, medical interviewing training, cultural competence
training, or mindfulness training.
Unanticipated feedback suggested that the benefits of narrative medicine training can come
about only through an environment that pedagogically relies upon and practices the skills
and attitudes of interest. This belief in the reciprocity between method and dividend is
supported by existing literature that reports the need for humanities-based education to occur
in small groups [14,17,37,48,49], to be taught by respected and sufficiently trained
facilitators [12,37,50,51], and to be process-based and facilitate active learning
[14,16,35,52,53]. The process and environment of learning reported to be critical in our
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study is akin to the educational approach designed by Paulo Friere, who reasoned that
education functions either as an oppressive or freeing force. The critical pedagogy he put
forward has been shown to effect behavioral change [37,54–56], and can enable medical
educators to simultaneously participate in, facilitate, and evaluate the curriculum and
individuals exposed to it. In the age of competency-oriented education, this feature of
narrative training may provide alternatives to ‘checklist’ evaluation methods, which may be
ineffective or inappropriate when applied to behavioral learning objectives [27,30,53].
Students reported that narrative medicine is resisted by those unfamiliar with it even though
the intended outcomes of training are consistent with ACGME/CanMED competencies. This
disconnect likely arises out of the methods used for training which are viewed as counterculture, a problem that is common to humanities-based programs in medicine [46]. This
finding strengthens existing arguments that training in behavior-oriented, non-biomedical
education must be a mandatory, longitudinal component of medical training if it is to
influence the process of cultural adaptation that students undergo during their immersion
into the formal, informal, hidden and null curricula [10,12,14,29,35,37,39,46,48,57,58].
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Limitations of this study include the small number and self-selected nature of study
participants. Students’ perceptions of the attitudinal and behavior changes influenced by the
narrative medicine experience, however, are valuable and represent a necessary step of
assessment in this educational innovation. The broad spectrum of undergraduate background
and sub-specialty choice represented by our informants underlines the acceptability of the
course.
Future research is needed on larger, non-self selected groups over longer periods of time.
Specifically, future research must explore whether self-reported perceptions correspond with
actual changes in attitude and behavior. The capacity for such research is necessarily linked
to the extent that Narrative Medicine can be incorporated into educational curriculum.
4.2. Conclusions
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Results from three modes of data collection revealed that fourth-year medical students
perceive narrative medicine to be a valued and effective means to enhance communication,
collaboration, and professional development. These skills are integral to medical practice,
consistent with core competencies mandated by the Accreditation Council for Graduate
Medical Education (ACGME) and the Royal College of Physicians and Surgeons of Canada
(RCPSC-CanMEDs), and difficult to teach. This method is a promising addition to the
current training strategies to prepare medical students for effective performance as resident
physicians and practicing clinicians. Further research and strategies to address resistance to
the field by those unfamiliar with it are required.
4.3. Practice implications
Narrative Medicine is a promising addition to the current training strategies to prepare
medical students for effective performance as resident physicians and practicing clinicians.
The capacity for future research in this field is necessarily linked to the extent that Narrative
Medicine can be incorporated into educational curriculum.
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Fig. 1.

This concept map was developed and used as an analytic tool to graphically depict the relationships among themes identified in
the data. The direction and strength of connections is represented by arrows and by width of the adjoining lines; dotted lines
represent antagonistic connections.
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Summary of narrative medicine elective.
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Course description

Instructors

Use of class time

Sample course material +/−
writing prompt

Hour/week

Close reading of contemporary
fiction novels

R.C. (internist and
literary critic)

Close reading and discussion
of novels

“So long, see you tomorrow” by
William Maxwell

2

Affective dimensions of practice
as experienced by patients and
providers

J.A. (psychiatrist)

Discussion of assigned
readings, reflective writing
exercise and small group
discussion of clinical work/
writing

“The Ship of Death” by Lawrence
Writing exercise: the doctors fear
and the patient's fear

2

Fiction writing workshop

N.H. (novelist and
writing teacher)
W.M. (M.F.A.
candidate)

Workshop method for
discussion of two student
creative writing
assignments; discussion of
assigned readings

“Everything that Rises Must
Converge” by Flannery O'Connor
“The Beginnings of Grief” by
Adam Haslett Personal creative
writing submissions

4

Reflections on critical junctures
in the formation of the doctorself

S.A. (ob/gyn)
K.S. (trauma-focused
psychotherapist)

Close reading and discussion
of assigned and in-class
readings, 3–5 min reflective
writing to a prompt followed
by discussion of writing/
clinical work

Excerpts from “The Wounded
Storyteller” by Arthur Frank with
request to write reflectively on
different illness narratives
participants had witnessed;
excerpts from “The things we
carried” by Tim O'Brien with
writing prompt: “How to tell a
true medical story”

2
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Questionnaire.
1. What was it like responding to this prompt?
2. How can you imagine this session as influencing your capacity to
a. Respond to patients?
b. Relate to your peers?
3. Define ‘a good communicator’. Rate yourself according to this definition, and explain how this session did or did not enable you to get closer
to that definition.
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Table 3
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Focus group guide.
1. What are your overall impressions of the month?
2. List/Identify skills or tools that you have gained that have already been or will be helpful to you (a) personally (b) professionally
3. Is there an instance or moment or particular session that these things clicked for you, and if so, can you describe that moment?
4. You've been asked every week whether this elective has been helping you relate to your peers–overall, what do you think? Please explain.
5. With respect to your existing medical school curriculum, what about this elective was unique? What was redundant?
6. Given your experience of this elective, if someone from another school asked you why courses like this are part of your curriculum, what
would you say?
7. How would you describe the purpose of NM in medical education?
8. What is the reputation of NM as a field/concept in medical school – what reactions or comments do you hear amongst your peers?
9. What is the reputation of this particular elective?
10. What do you think is missing or could be better within this elective?
11. What do you think is missing or could be better about the role of NM in your overall curriculum?
12. Does anyone have additional thoughts or comments that they want to share?
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Follow-up questions posed to students 1 1/2 years after elective.
1. Please explain the extent to which narrative habits (reading, writing, awareness of story-telling in practice) continue to play a role in your life
as a doctor.
2. How do you think the narrative medicine elective influenced your clinical work? Please provide examples if possible.
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